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Objective: To assess associations between marital violence and type of contraception among women in South
Asia.Methods: Cross-sectional analyseswere conducted usingmarital violence data collected during themost re-
cent Demographic and Health Surveys from Bangladesh (n= 3665), India (n= 56 357), and Nepal (n= 3037).
Data were pooled to assess associations of marital violence (physical or sexual) with modern contraception use
(current spacing or sterilization). Results: Sexualmarital violence was associated with bothmodern spacing con-
traception (adjusted odds ratio [AOR] 1.30; 95% conﬁdence interval [CI], 1.13–1.49) and sterilization (AOR 0.79;
95% CI, 0.70–0.88). Sexual violence was reported more often by pill users (9.8% vs 5.5% for non-users) but less
often by condom users (4.5% vs 5.8% for non-users). Conclusion: Sexual marital violence might increase use of
contraception that need not require husband involvement (pill) but decrease use of methods that require his co-
operation (condom) or support for mobility, funds, or time (sterilization).
© 2015 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology and Obstetrics. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
A study published in 2010 estimated that 40% of women in South Asia
had experienced physical and/or sexual marital violence [1]. Global evi-
dence suggests that such violence affects women’s reproductive control
and contraceptive practices [2–4]. Actions taken by male partners to pre-
vent women from implementing family planning measures have been
implicated in increased risk of unplanned and unwanted pregnancies
and induced abortion amongwomen in South Asiawho reportmarital vi-
olence [5–10]. Complicating this picture areﬁndings from India that dem-
onstrate associations between marital violence and non-use of
contraception [5,6,11], and contrasting ﬁndings from Bangladesh that
document an association between marital violence and increased use of
contraception [12]. Research fromNepal foundno appreciable association
betweenmarital violence and contraception, possibly owing to an inade-
quate sample size [13].
These dissimilar ﬁndings, which were recorded at the national level,
might be attributable to thedifferent formsof contraception that predom-
inate in each country; namely, injections inNepal, the contraceptive pill in
Bangladesh, and female sterilization in India [14–165]. Regional, ratherDiego School of Medicine, 9500
+1 858 822 0229; fax:+1 858
behalf of International Federation ofthan country-speciﬁc, analysis could, therefore, offer some insight, given
the overlap of key predictors of contraceptive use across South Asia.
Such predictors include gendered risks (e.g. early marriage of girls and a
preference for sons) and social inequities (e.g. rural residence, poverty,
and low education) [14–16]. Such pooled regional analysis would also
allow for large samples through which to explore differences in associa-
tions of marital violence with spacing contraception (modern contracep-
tives that allow a woman to delay or space pregnancy; for example, the
pill, IUD) versus limiting contraception (or permanent contraception,
which prevents further pregnancies from occurring; for example, female
sterilization).
Analysis of associations with spacing versus limiting contraception is
currently lacking; however, this aspect is important to consider because
motivations differ for these forms of contraception. Multi-country analy-
ses, including research conducted in South Asia, suggest that women
who report spousal violence are also more likely to report high parity
[2,14–17], which suggests that they might be less likely to use limiting
forms of contraception. Research from East Africa found that men who
held an accepting attitude toward marital violence also desired a large
number of children [18]. Such attitudes in the context of marital violence
might affect women’s acquisition of limiting forms of contraception (e.g.
sterilization). Simultaneously, however, the high rates of unwanted preg-
nancy [19] and induced abortion [20] observed amongwomenexperienc-
ing spousal violence suggest that such women might actually wish to
avert a pregnancy. In this context, female-controlled contraceptiveGynecology and Obstetrics. This is an open access article under the CC BY-NC-ND license
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by women contending with marital violence, while still allowing them
the opportunity to achieve their husband’s expected fertility goals.
The aim of the present study was to provide insight into the poten-
tially different associations betweenmarital violence and spacing versus
limiting forms of contraception in South Asia, through the analysis of
data collected from married women not currently pregnant at the
time of survey in Bangladesh, India, and Nepal.
2. Methods
Cross-sectional analyses were conducted using the most recent
Demographic and Health Survey (DHS) data from Bangladesh (2007),
India (2005–2006), and Nepal (2011) [14–16]. The analysis was conduct-
ed at theUniversity of California, SanDiego, betweenNovember 2013 and
November 2014. Ethical approval for theDHS design and implementation
was provided by ICF International (Fairfax, VA, USA) and the respective
host country. All DHS participants provided informed consent prior to
their participation. The institutional review board of the University of
California, San Diego, USA, approved the present study.
TheDHSdata fromBangladesh, India, andNepalwere used for present
study because they were the only countries in South Asia for which both
physical and sexual marital violence measures were available [14–16].
The DHS are nationally representative, two-stage, stratiﬁed sample sur-
veys on population health and fertility conducted among women of re-
productive age [21]. Response rates were greater than 94% in all three
countries included in the present study. The sample for analysis was re-
stricted to currentlymarriedwomenwhohad completed the domestic vi-
olence module; were not pregnant at the time of interview; and had
provided responses for all dependent and independent variables assessed.
The total cohort size was 63 059; the breakdown by country was
Bangladesh (n = 3665), India (n = 56 357), and Nepal (n = 3037).
The primary independent variables assessed in the present study
were any occurrence of physical marital violence (assessed by seven
items) or sexual marital violence (assessed by two items), ever in the
current marital relationship. Other items assessed physical and sexual
marital violence during the past year; these datawere provided descrip-
tively. Further details are available in the relevant DHS reports [14–16].
Current contraceptive use was set as the primary dependent variable.
This variablewas categorized as none and/or notmodern (including tra-
ditional and folkloric methods); modern spacing (contraceptive pill, in-
trauterine device [IUD], injections, diaphragm, condom, implant, female
condom, foam, and jelly); and sterilization (male and female).
Covariates were social equity indicators (respondent age, respon-
dent and husband education, household wealth quintile, and urban vs
rural residence) and gender equity indicators (parental marital violence
[father’s abuse of mother], female childmarriage, position in the house-
hold, preference for a son, and actual number of living sons and daugh-
ters). These covariates were selected on the basis of previous research
documenting their associationswithmarital violence and contraception
in South Asia [5–12,22–24].
2.1. Data analysis
Data were pooled across countries, and multinomial regressions
were used to assess relationships between independent variables and
the contraception outcome. Models included both physical and sexual
marital violence as primary independent variables. Final adjusted
models included primary independent variables, ﬁxed effects by coun-
try, and all covariates that were statistically signiﬁcant (P b 0.05). No
co-linearity for covariates was indicated for themodel, based on a toler-
ance cutoff of 0.30. All analyseswereweighted using individualweights
that adjusted for country population sizes and complex survey design
using SAS version 9.3 (SAS Institute, Cary, NC, USA). Given the much
larger sample size for India, sensitivity analyses were conducted to
determine whether the observed effects for the pooled model heldtrue at the national level. The sensitivity analyses involved examination
of multivariate models stratiﬁed by country and by comparing multi-
variate models with andwithout India. In addition, descriptive analyses
of speciﬁc types of contraceptive use (e.g. pill, condom, or IUD) by phys-
ical and sexual marital violence were conducted both for the total
pooled sample and by country.
3. Results
The descriptive characteristics of the present study group and ob-
served associations are outlined in Table 1. A history of physical or sexual
marital violence ever was reported by 37.2% (unweighted n=20 225) of
the cohort; 23.3% (unweighted n= 12 966) had experienced physical or
sexualmarital violence during the past year. The occurrence of both phys-
ical and sexual marital violence ever was 7.8% (unweighted n = 4192),
and in the past year was reported by 4.6% (unweighted n = 2543). In
all, 34.9% (unweighted n = 19 051) reported physical marital violence
at any time, and10.1% (unweightedn=5366) reported sexualmarital vi-
olence at any time. Modern spacing contraceptive use was reported by
14.5% (unweighted n = 10 923) and sterilization by 37.4% (unweighted
n = 22 578; male sterilization, 1.1%, unweighted n = 948).
Adjusted multinomial analyses indicated that history of sexual mar-
ital violencewas associatedwith increased likelihood of currentmodern
spacing contraceptive use but reduced likelihood of sterilization
(Table 1). The adjusted odds ratios (AORs) were 1.30 (95% conﬁdence
interval [CI], 1.13–1.49) and 0.79 (95% CI, 0.70–0.88), respectively.
Physical marital violence was not associated with either parameter.
Sensitivity analyses—including Bangladesh-speciﬁc and Nepal-speciﬁc
models, and the pooled multivariate model without India—did not
yield similar ﬁndings to the overall model; in these analyses, neither
physical nor sexual marital violence were appreciably associated with
the contraception outcomes (data not shown). Small cell sizes for sexual
marital violence might have affected these estimates. The results of the
India-speciﬁc model were comparable to the pooled model.
Covariates in the total pooled model revealed important social equi-
ty indicators associated with the contraceptive outcomes (Table 1).
Well-educatedwomenwith a highwealth indexweremore likely to re-
port both spacing contraception and sterilization than poorly educated
women with a low wealth index. In addition, women with well-
educated husbands and those who were urban residents tended to re-
port the use of spacing contraception.Women in the oldest age category
(40–49 years) were more likely to report sterilization and less likely to
report spacing contraception thanwomen in the youngest age category
(15–19 years). Son preference ideologies were associated with in-
creased likelihood of both spacing contraception and sterilization.
Although high boy and high girl parity were both associated with the
use of spacing contraception and sterilization, having two or more
boys demonstrated markedly greater effect sizes for these associations
than were detected for two or more girls. The greatest difference was
seen for sterilization: women with two or more boys were 7.5-times
more likely than those with no boys to report sterilization; by contrast,
women with two or more girls were only 1.6-times more likely than
thosewith no girls to use this method of contraception. Heads of house-
hold and daughters of the heads of household were less likely than
daughters-in-law to report spacing contraception or sterilization, al-
though wives of the heads of household were more likely than
daughters-in-law to report sterilization. Early marriage was also associ-
ated with sterilization.
To offer further insight, descriptive data on the type of contraceptives
used by history of sexual marital violence were reviewed (Table 2).
Women who had experienced sexual marital violence were more likely
to report pill use (9.8% [507/5366] vs 5.5% [3332/ 57 693] for non-users)
but less likely to report condom use (4.5% [279/5366] vs 5.8% [4335/
57 693] for non-users). Similarly, use of injection was more likely, but use
of an IUDwas less likely, amongwomenwho had experienced sexualmar-
ital violence; however, the prevalence of these types of birth control was
Table 1
Descriptive characteristics and associations between marital violence and current contraceptive use among women in South Asia (n = 63059).a,b,c
Characteristic Total sample Current contraceptive use
Frequenciesd
Association analyses
No current
modern
contraceptione
Modern spacing
contraception
Sterilization Modern
spacing
contraception
Modern
spacing
contraception
Sterilization Sterilization
Unweighted
sample size
Prevalence
(95% CI)
Distribution Distribution Distribution OR
(95% CI)f
AOR
(95% CI)g
OR
(95% CI)f
AOR
(95% CI)g
Study cohort
overview
63 059 48.1 (47.4–48.9) 14.5 (14.0–15.0) 37.4 (36.7–38.1) - - - -
Physical marital violence
Never 44 008 65.1 (64.3–65.9) 48.6 (47.8–49.5) 14.9 (14.3–15.5) 36.5 (35.6–37.3) 1.00 1.00 1.00 1.00
Ever 19 051 34.9 (34.1–35.7) 47.2 (46.0–48.4) 13.7 (12.9–14.5) 39.0 (37.8–40.3) 0.81
(0.75–0.88)
1.04
(0.94–1.14)
1.17
(1.10–1.25)
0.99
(0.92–1.07)
Sexual marital violence
Never 57 693 89.9 (89.4–90.3) 47.7 (47.0–48.5) 14.1 (13.7–14.6) 38.2 (37.4–38.9) 1.00 1.00 1.00 1.00
Ever 5366 10.1 (9.7–10.6) 51.9 (49.9–53.8) 17.6 (16.1–19.1) 30.5 (28.7–32.4) 0.98
(0.87–1.10)
1.30
(1.13–1.49)
0.79
(0.72–0.87)
0.79
(0.70–0.88)
Age, y
15–19 2727 7.0 (6.7–7.4) 85.6 (83.7–87.4) 13.2 (11.4–15.0) 1.2 (0.7–1.7) 1.00 1.00 1.00 1.00
20–24 9387 16.9 (16.4–17.3) 66.4 (65.0–67.8) 19.3 (18.1–20.4) 14.4 (13.4–15.4) 2.14
(1.81–2.53)
1.14
(0.95–1.37)
14.43
(9.27–22.46)
7.67
(4.94–11.89)
25–29 13 746 19.8 (19.4–20.3) 46.6 (45.2–47.9) 19.7 (18.6–20.8) 33.7 (32.4–35.0) 3.17
(2.69–3.74)
1.26
(1.04–1.52)
47.90
(31.05–73.88)
18.48
(11.97–28.53)
30–39 24 330 34.1 (33.6–34.6) 36.4 (35.4–37.4) 15.1 (14.4–15.9) 48.5 (47.4–49.6) 3.00
(2.55–3.53)
1.02
(0.84–1.24)
89.29
(57.79–137.97)
27.88
(17.99–43.20)
40–49 12 869 22.2 (21.6–22.7) 41.8 (40.4–43.2) 5.6 (5.0–6.2) 52.6 (51.2–54.0) 0.91
(0.75–1.09)
0.27
(0.21–0.33)
86.44
(55.95–133.53)
23.08
(14.85–35.87)
Education
None 23 789 44.9 (44.0–45.8) 51.4 (50.3–52.6) 7.7 (7.1–8.2) 40.9 (39.7–42.0) 1.00 1.00 1.00 1.00
Primary 10 315 16.7 (16.2–17.1) 44.5 (43.1–46.0) 14.3 (13.4–15.3) 41.1 (39.7–42.6) 1.73
(1.54–1.94)
1.50
(1.33–1.70)
1.28
(1.19–1.39)
1.57
(1.44–1.72)
Secondary or
higher
28 955 38.4 (37.6–39.3) 45.8 (44.8–46.8) 22.5 (21.7–23.3) 31.7 (30.7–32.6) 3.42
(3.13–3.73)
2.07
(1.83–2.33)
0.86
(0.80–0.92)
1.36
(1.24–1.49)
Spousal education
None 13 956 26.8 (26.0–27.5) 52.3 (50.9–53.7) 9.3 (8.6–10.0) 38.4 (37.0–39.8) 1.00 1.00 1.00 1.00
Primary 10 462 17.2 (16.7–17.7) 45.3 (43.7–46.8) 13.0 (12.1–14.0) 41.7 (40.2–43.2) 1.53
(1.36–1.73)
1.18
(1.04–1.35)
1.29
(1.18–1.40)
1.22
(1.11–1.34)
Secondary or
higher
38 641 56.0 (55.1–56.9) 47.0 (46.2–47.9) 17.4 (16.8–18.1) 35.6 (34.7–36.4) 2.66
(2.41–2.93)
1.15
(1.02–1.30)
0.95
(0.88–1.02)
0.93
(0.85–1.03)
Wealth quintile
Poorest 8619 18.2 (17.5–19.0) 61.2 (59.6–62.8) 8.3 (7.4–9.1) 30.5 (29.0–32.1) 1.00 1.00 1.00 1.00
Poorer 9833 19.3 (18.7–19.8) 52.6 (51.1–54.0) 9.9 (9.1–10.8) 37.5 (36.0–38.9) 1.40
(1.22–1.60)
1.30
(1.13–1.51)
1.43
(1.31–1.57)
1.54
(1.38–1.72)
Middle 12 001 19.8 (19.2–20.4) 47.4 (45.9–48.9) 10.8 (9.9–11.6) 41.8 (40.4–43.3) 1.69
(1.46–1.94)
1.47
(1.26–1.71)
1.77
(1.61–1.95)
2.06
(1.82–2.33)
Richer 14 409 20.7 (20.0–21.4) 42.4 (41.0–43.9) 15.2 (14.2–16.3) 42.4 (40.9–43.8) 2.71
(2.35–3.11)
1.90
(1.62–2.24)
1.99
(1.80–2.20)
2.38
(2.08–2.71)
Richest 18 197 22.0 (21.2–22.8) 39.5 (38.2–40.7) 26.3 (25.2–27.4) 34.2 (32.9–35.6) 5.47
(4.83–6.20)
3.22
(2.69–3.84)
1.68
(1.52–1.86)
2.01
(1.72–2.36)
Residence
Rural 35 472 69.3 (68.6–69.9) 51.3 (50.4–52.2) 11.5 (11.0–12.1) 37.2 (36.3–38.1) 1.00 1.00 1.00 1.00
Urban 27 587 30.7 (30.1–31.4) 41.0 (39.8–42.2) 21.1 (20.2–22.1) 37.9 (36.7–39.1) 2.64
(2.43–2.87)
1.42
(1.28–1.58)
1.21
(1.13–1.30)
0.95
(0.86–1.05)
Parental marital violence
No 51 565 79.6 (78.9–80.3) 48.6 (47.8–49.4) 14.8 (14.3–15.3) 36.6 (35.8–37.4) 1.00 1.00 1.00 1.00
Yes 11 494 20.4 (19.7–21.1) 46.4 (44.9–47.9) 13.2 (12.3–14.1) 40.4 (38.9–41.8) 0.85
(0.78–0.93)
1.01
(0.92–1.12)
1.20
(1.12–1.29)
1.36
(1.25–1.48)
Age at marriage, y
b15 11 303 23.1 (22.5–23.7) 45.0 (43.6–46.4) 13.2 (12.4–14.1) 41.7 (40.4–43.1) 1.00 1.00 1.00 1.00
15–17 21 251 38.2 (37.6–38.8) 48.4 (47.3–49.5) 12.2 (11.6–12.9) 39.4 (38.3–40.5) 1.17
(1.06–1.30)
1.02
(0.91–1.14)
0.77
(0.72–0.83)
0.80
(0.73–0.87)
≥18 30 505 38.7 (38.0–39.5) 49.8 (48.8–50.7) 17.5 (16.7–18.2) 32.8 (31.8–33.7) 1.96
(1.77–2.17)
1.24
(1.10–1.40)
0.59
(0.55–0.64)
0.55
(0.51–0.61)
Relationship to household head
Daughter-in-law 9789 18.4 (17.8–18.9) 58.0 (56.5–59.6) 20.0 (18.8–21.2) 21.9 (20.6–23.3) 1.00 1.00 1.00 1.00
Head 3310 4.8 (4.5–5.1) 61.6 (58.8–64.4) 5.9 (4.8–7.0) 32.5 (29.7–35.3) 0.22
(0.18–0.28)
0.24
(0.19–0.32)
1.53
(1.32–1.78)
0.65
(0.55–0.77)
Wife 46 046 66.4 (65.7–67.1) 41.4 (40.6–42.2) 13.7 (13.2–14.2) 44.9 (44.0–45.8) 0.81
(0.74–0.88)
1.00
(0.90–1.10)
3.06
(2.81–3.32)
1.50
(1.36–1.64)
Daughter 2353 6.3 (5.9–6.6) 72.4 (69.9–74.9) 12.3 (10.5–14.1) 15.3 (13.3–17.2) 0.42
(0.34–0.51)
0.48
(0.39–0.59)
0.59
(0.50–0.71)
0.77
(0.64–0.93)
Other 1561 4.2 (3.9–4.5) 59.8 (56.2–63.4) 15.7 (12.8–18.5) 24.5 (21.5–27.5) 0.66
(0.52–0.84)
0.71
(0.55–0.91)
1.14
(0.95–1.37)
0.87
(0.71–1.07)
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Table 1 (continued)
Characteristic Total sample Current contraceptive use
Frequenciesd
Association analyses
No current
modern
contraceptione
Modern spacing
contraception
Sterilization Modern
spacing
contraception
Modern
spacing
contraception
Sterilization Sterilization
Unweighted
sample size
Prevalence
(95% CI)
Distribution Distribution Distribution OR
(95% CI)f
AOR
(95% CI)g
OR
(95% CI)f
AOR
(95% CI)g
Son preference
Yes 13 655 23.9 (23.3–24.5) 53.1 (51.7–54.5) 10.3 (9.5–11.0) 36.6 (35.2–38.0) 1.00 1.00 1.00 1.00
No 49 404 76.1 (75.5–76.7) 46.6 (45.8–47.3) 15.8 (15.3–16.4) 37.6 (36.9–38.4) 1.58
(1.44–1.73)
1.23
(1.11–1.37)
1.22
(1.14–1.31)
1.65
(1.53–1.78)
Living sons
0 14 222 23.5 (23.0–24.1) 75.4 (74.3–76.5) 13.8 (12.9–14.6) 10.9 (10.1–11.6) 1.00 1.00 1.00 1.00
1 24 042 36.8 (36.2–37.4) 44.8 (43.8–45.9) 18.6 (17.8–19.4) 36.6 (35.5–37.6) 2.25
(2.06–2.46)
2.54
(2.31–2.79)
5.69
(5.22–6.21)
3.85
(3.53–4.21)
≥2 24 795 39.7 (39.0–40.3) 35.0 (33.9–36.2) 11.1 (10.5–11.7) 53.9 (52.7–55.1) 1.62
(1.47–1.79)
3.22
(2.87–3.62)
11.02
(10.03–12.10)
7.52
(6.79–8.33)
Living daughters
0 19 922 30.5 (30.0–31.1) 59.9 (58.8–60.9) 14.5 (13.8–15.3) 25.6 (24.7–26.5) 1.00 1.00 1.00 1.00
1 24 275 36.7 (36.2–37.3) 41.4 (40.4–42.5) 16.3 (15.6–17.0) 42.3 (41.2–43.3) 1.58
(1.45–1.71)
1.77
(1.62–1.95)
2.41
(2.27–2.56)
1.99
(1.86–2.13)
≥2 18 862 32.8 (32.2–33.3) 44.7 (43.5–45.9) 12.4 (11.7–13.2) 42.9 (41.6–44.1) 1.09
(1.00–1.20)
1.89
(1.70–2.11)
2.28
(2.13–2.45)
1.58
(1.44–1.72)
Abbreviations: AOR, adjusted odds ratio; CI, conﬁdence interval; OR, odds ratio.
a Values given as number or percentage (95% CI), unless otherwise indicated.
b The present analysis included married women aged 15–49 years who were not pregnant at the time of completing the Demographic and Health Survey. The breakdown by country
was as follows: Bangladesh (n = 3665), India (n = 56 357), and Nepal (n = 3037).
c Multinomial regression analyses were used to conduct ORs and AORs, with 95% conﬁdence intervals to determine signiﬁcance. Signiﬁcant effects are noted by bolding in text.
d Row percentages presented.
e Reference category.
f Adjusted for country ﬁxed effects.
g Adjusted for country ﬁxed effects and all variables shown in the column.
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umented for physical marital violence. For traditional contraceptive
methods,withdrawalwasmost likely to be used bywomenwho reported
sexual marital violence than those who reported no sexual marital vio-
lence (4.2% [274/5366] vs 2.7% [2118/57 693]). Country-speciﬁc analyses
showed similar associations between marital violence and condom use;
however, associations between marital violence and other forms of con-
traception were not consistent across countries. A greater likelihood of
pill use among women reporting sexual marital violence was seen for
Bangladesh and India, but not for Nepal. A lower likelihood of sterilization
among women reporting sexual marital violence was seen for India, but
not for Bangladesh or Nepal, with Nepal showing higher likelihood of
sterilization amongwomenwith such a history. These divergent ﬁndings
by country might in part be attributable to variation in cell sizes, as pre-
dominant forms of contraception were not the same in each country. In
Bangladesh, the predominant forms of contraception were the pill
(30.0% [1086/3665]), injections (7.7% [295/3665]), and female steriliza-
tion (5.9% [200/3665]). In India, they were female sterilization (39.8%
[21 031/56 357]) and condoms (5.8% 4233/56 357). In Nepal, they were
female sterilization (14.5% [399/3037]), injections (10.7% [357/3037]),
male sterilization (9.5% 290/3037), and condoms (5.1% 175/3037).
4. Discussion
The present study revealed that sexual marital violence affected one
in 10 women in a cohort from South Asia. Such sexual marital violence
was associated with an increased likelihood of spacing contraceptive
use but a reduced likelihood of sterilization. Theseﬁndings clariﬁed pre-
vious research that documented a positive association between marital
violence and contraceptive use (particularly oral contraceptives) [12],
but a negative association where sterilization was the predominant
means of birth control [5,6,11]. Contrary to prior studies [5–7,11,12],
physical marital violence was not associated with contraceptive use in
the present study, possibly owing to the model adjusting for sexual
marital violence. Previous research from India found that an associationof physicalmarital violencewith contraceptionwas apparent only in sit-
uations where there was also sexual marital violence; however, the
prevalence of sexual marital violence alone was too rare in that study
to provide a reliable estimate [11]. The present ﬁndings suggested that
sexualmarital violence could affect contraceptive use to a greater extent
than physical marital violence, and that womenwho experienced sexu-
al marital violence might have an increased tendency to access repro-
ductive health services, perhaps based on greater perceived risk for
unintended pregnancy. Such ﬁndings are consistentwith other research
indicating greater likelihood of use of female-controlled contraception
[12,25–28] among women experiencing male partner violence.
Findings of a reduced likelihood of sterilization among womenwith a
history of sexualmarital violence require further analysis. Spacing contra-
ception might feel a safer or more manageable option for women in the
context of marital violence, which has been linked with a desire for a
large number of children among men [18]. In the country-speciﬁc sensi-
tivity analyses for both Bangladesh and Nepal, no association between
marital violence and sterilization was observed. Country-speciﬁc consid-
erations of differences in access and motivations for sterilization might
offer some insight into this observation. In contrast to the conﬂicting ﬁnd-
ings seen for sterilization, the data for condomuse in the present study in-
dicated low use of this method in the context of marital violence, across
both pooled and country-speciﬁc models. These ﬁndings reinforced
prior research documenting that abusive male partners are less likely to
use condoms with their wives [2,29].
The descriptive analyses indicated that sexual marital violence was
associated with an increased likelihood of pill utilization among the
present study cohort. South Asian women experiencing sexual marital
violence might have more reproductive control via contraceptives not
easily subject to their husband’s knowledge, approval, or assistance. A
similar ﬁnding has been reported from Jordan [28]. However, other is-
sues could have been at play given that withdrawal—a traditional
form of contraception within the man’s control—was also more likely
to be reported by the women with a history of sexual marital violence
in the present study. Additional research, including qualitative studies,
Table 2
Descriptive characteristics on contraceptivemethod for total sample and by history of physical and sexual marital violence, among currentlymarried, not currently pregnantwomen aged
15–49 years in South Asia (n = 63 059; Bangladesh n = 3665, India n = 56 357, Nepal n = 3037).a,b
Contraceptive method Total sample No physical marital violence Physical marital violence No sexual marital violence Sexual marital violence
None 39.5 (38.8–40.2) 39.7 (38.8–40.5) 39.2 (38.1–40.4) 39.3 (38.5–40.0) 41.7 (39.6–43.4)
Pill 5.9 (5.8–6.2) 5.3 (5.0–5.7) 6.9 (6.4–7.5) 5.5 (5.1–5.8) 9.8 (8.6–11.0)
IUD 1.9 (1.7–2.0) 2.2 (2.0–2.4) 1.3 (1.0–1.6) 1.9 (1.8–2.1) 1.2 (0.8–1.6)
Injections 0.9 (0.8–1.1) 0.7 (0.6–0.8) 1.4 (1.2–1.6) 0.9 (0.7–1.0) 1.8 (1.3–2.2)
Condom 5.7 (5.4–5.9) 6.6 (6.2–6.9) 3.9 (3.5–4.3) 5.8 (5.5–6.1) 4.5 (3.7–5.3)
Female Sterilization 36.3 (35.6–37.0) 35.5 (34.6–36.3) 37.9 (36.7–39.1) 37.1 (36.3–37.8) 29.5 (27.7–31.3)
Male sterilization 1.1 (0.9–1.2) 1.0 (0.9–1.1) 1.1 (0.9–1.4) 1.1 (0.9–1.2) 1.1 (0.7–1.4)
Periodic abstinence 5.4 (5.1–5.7) 5.6 (5.2–6.0) 5.0 (4.5–5.5) 5.4 (5.1–5.7) 5.3 (4.4–6.3)
Withdrawal 2.9 (2.6–3.1) 3.1 (2.8–3.3) 2.5 (2.1–2.8) 2.7 (2.5–2.9) 4.2 (3.4–5.0)
Bangladesh
None 39.6 (37.5–41.7) 43.7 (40.8–46.6) 35.2 (32.3–38.0) 40.1 (37.8–42.4) 36.9 (31.9–41.8)
Pill 30.0 (27.9–32,0) 28.5 (25.8–31.2) 31.5 (28.5–34.4) 28.9 (26.8–31.0) 34.7 (30.4–39.1)
IUD 1.1 (0.60–1.7) 0.5 (0.2–0.8) 1.8 (0.8–2.8) 1.1 (0.5–1.7) 1.2 (0.1–2.3)
Injections 7.7 (6.5–8.9) 6.3 (4.8–7.7) 9.2 (7.7–10.7) 7.7 (6.4–8.9) 7.8 (5.3–10.3)
Condom 4.7 (3.9–5.5) 6.3 (5.0–7.5) 3.0 (2.1–3.9) 5.0 (4.1–5.8) 3.4 (1.8–5.1)
Female Sterilization 5.9 (4.8–7.0) 4.2 (3.1–5.3) 7.6 (5.6–9.7) 5.9 (4.7–7.2) 5.7 (3.8–7.5)
Male sterilization 0.6 (0.3–0.9) 0.3 (0.0–0.6) 1.0 (0.5–1.5) 0.6 (0.2–0.9) 1.0 (0.2–1.9)
Periodic abstinence 5.7 (4.8–6.6) 5.3 (4.1–6.5) 6.9 (4.8–7.3) 5.9 (4.9–7.0) 4.4 (2.6–6.2)
Withdrawal 3.4 (2.6–4.1) 3.6 (2.6–4.7) 3.1 (2.1–4.1) 3.4 (2.6–4.2) 3.2 (1.6–4.8)
India
None 39.4 (38.7–40.2) 39.2 (38.4–40.1) 39.8 (38.6–41.0) 39.1 (38.3–39.9) 42.7 (40.4–44.9)
Pill 3.4 (3.1–3.6) 3.5 (3.2–3.7) 3.3 (2.9–3.7) 3.2 (3.0–3.5) 4.9 (4.0–5.7)
IUD 2.0 (1.8–2.1) 2.3 (2.1–2.5) 1.2 (0.9–1.5) 2.0 (1.8–2.2) 1.2 (0.8–1.6)
Injections 0.1 (0.1–0.2) 0.1 (0.1–0.2) 0.1 (0.0–0.2) 0.1 (0.1–0.1) 0.4 (0.1–0.7)
Condom 5.8 (5.5–6.1) 6.6 (6.2–7.0) 4.1 (3.7–4.5) 5.9 (5.5–6.2) 4.8 (3.8–5.7)
Female sterilization 39.8 (39.0–40.6) 38.3 (37.4–39.2) 42.6 (41.3–44.0) 40.3 (39.5–41.1) 34.3 (32.3–36.4)
Male sterilization 1.0 (0.9–1.2) 1.0 (0.8–1.1) 1.1 (0.8–1.4) 1.0 (0.9–1.2) 1.0 (0.6–1.4)
Periodic abstinence 5.4 (5.1–5.8) 5.7 (5.3–6.1) 4.8 (4.3–5.4) 5.4 (5.1–5.7) 5.6 (4.5–6.7)
Withdrawal 2.8 (2.6–3.0) 3.0 (2.7–3.2) 2.4 (2.0–2.7) 2.6 (2.4–2.8) 4.4 (3.5–5.3)
Nepal
None 46.7 (43.8–49.6) 46.9 (43.6–50.1) 46.1 (40.2–52.0) 47.8 (44.7–50.9) 39.8 (33.7–45.9)
Pill 4.1 (3.2–5.0) 4.3 (3.2–5.4) 3.3 (1.9–4.7) 4.3 (3.2–5.3) 3.0 (1.3–4.6)
IUD 1.5 (0.9–2.2) 1.5 (0.9–2.2) 1.5 (0.4–2.7) 1.4 (0.7–2.1) 2.2 (0.6–3.8)
Injections 10.7 (9.1–12.2) 10.7 (9.0–12.3) 10.6 (7.7–13.5) 10.6 (9.0–12.3) 10.9 (6.9–14.8)
Condom 5.1 (4.2–6.0) 6.1(5.0–7.2) 1.6 (0.7–2.4) 5.4 (4.3–6.4) 3.3 (1.6–4.9)
Female sterilization 14.5 (12.2–16.8) 12.3 (10.1–14.5) 21.7 (17.3–26.2) 12.6 (10.5–14.8) 25.9 (19.8–32.1)
Male sterilization 9.5 (7.7–11.3) 9.8 (7.7–11.8) 8.7 (5.4–12.1) 10.0 (8.0–12.0) 6.5 (3.6–9.4)
Periodic abstinence 1.4 (0.9–2.0) 1.6 (0.9–2.4) 0.7 (0.1–1.4) 1.5 (0.9–2.2) 0.8 (0.0–1.7)
Withdrawal 5.4 (4.2–6.5) 5.7 (4.4–7.0) 4.3 (2.2–6.4) 5.2 (4.0–6.4) 6.3 (2.9–9.6)
Abbreviation IUD, intrauterine device.
a Values given as percentage (95% conﬁdence interval).
b Methods reported by b1% across all assessed countries were not included in the present table. Thesemethods included diaphragm, foam, implant, female condom, othermodernmethods,
and other methods.
E60 A. Raj et al. / International Journal of Gynecology and Obstetrics 130 (2015) E56–E61is needed to understand the contraceptive decision-making and prac-
tices of women experiencing sexual violence in marriage. Very low
use of the pill (India and Nepal), contraceptive injection (India and
Bangladesh) and other forms of effective spacing contraception such
as IUDs and implants (all three countries) could potentially obscure
full understanding of the observed associations between marital vio-
lence and contraception. Nonetheless, there is a clear need for sustain-
able interventions centered on reproductive health care to identify
and assist women experiencing sexual marital violence.
Other gender equity issues were also associated with contraceptive
use in the region. Son preference ideology was associated with
increased use of contraceptives, and a greater effect of multiple boys
versus multiple girls on contraceptive practices was observed, in agree-
ment with other studies from South Asia [30–34]. Such an effect might
be contributing to the sex ratio imbalance prevalent in the region [35,
36]. Although supporting women and families to use contraception
should be a part of family planning programs, inadvertent reduction of
the relative numbers of girls to boys might requiremore careful consid-
eration in the context of South Asia.
Limitations of the present study included restriction of the regional
analysis to just three countries with data not collected within the same
timeframe; consequently, the results of pooled analyses might not be
consistent with nation-speciﬁc ﬁndings. Disproportionate representation
of India in the pooled data potentially skewed the ﬁndings. Sensitivityanalyses were conducted to address this issue, but the country-speciﬁc
multivariatemodels for Bangladesh andNepal, aswell as themultivariate
model without India, offered unstable estimates owing to inadequate
power, which inhibited the ability to make valid conclusions at the
country level. The India-speciﬁc model provided results comparable to
the pooledmodel but, as noted above, this effectmight reﬂect dispropor-
tionate representation. Pooled regional analyses did, however, allow
adequate power to explore effects that were insufﬁciently powered for
analysis at the country-level, particularly for sexual marital violence.
Conﬁrmation of the ﬁndings at the national level requires additional
data from the region, possibly across multiple years.
The differing time periods for the DHS assessments represented a
further limitation of the present study. The measure of marital violence
included all experiences of violence from the current spouse, whereas
assessments of contraception largely related to current behavior.
Consequently, it was not possible to discern how differing timing of
marital violence affected contraceptive use. No variable was available
to assess current desire to become pregnant, an important predictor of
contraceptive use among women. Covariates were designed to adjust
for social inequities but indicators of access to health care were not
available in the DHS datasets. Multivariate analyses could not be con-
ducted for each form of contraception owing to small cell sizes; howev-
er, more robust analyses might be possible when multi-year data with
marital violence measures become available for these countries. Finally,
E61A. Raj et al. / International Journal of Gynecology and Obstetrics 130 (2015) E56–E61DHS data are susceptible to social desirability and recall biases and are
cross-sectional in nature; thus, causal relationships could not be in-
ferred in the present study.
5. Conclusion
The present regional analysis found that marital sexual violence af-
fected one in ten women and decreased the likelihood of sterilization
and condom use, the leading means of modern contraception in South
Asia. By contrast, marital sexual violence was associated with increased
likelihood of oral contraceptive pill use, which can be used surrepti-
tiously by affected women. The results support the need to prioritize
improved access to contraceptive services and choices in South Asia,
and to address marital violence within the context of reproductive
health care services.
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